To locate the anterior shoulder during palpation of the abdomen of a pregnant woman in the later months is of great help in ascertaining what is the exact position of the foetus, how far the head has descended into the pelvic cavity, or whether it has entered the brim at all or is lying free above it. Moreover, during labour, the determination at intervals of the site of the anterior shoulder will enable the examiner to know whether the head is making progress, and also whether it is undergoing internal rotation after it has reached the pelvic floor. The position of the anterior shoulder may tell us whether the head has actually descended to the vulval outlet, or whether that part of the head which is visible at the vulva is in reality merely a swollen caput succedaneum. Thus it can be readily perceived that the determination of the site of the anterior shoulder is not merely of academic interest but of practical importance. Now the first question that naturally arises is, why is the anterior shoulder, such a small
To locate the anterior shoulder during palpation of the abdomen of a pregnant woman in the later months is of great help in ascertaining what is the exact position of the foetus, how far the head has descended into the pelvic cavity, or whether it has entered the brim at all or is lying free above it. Moreover, during labour, the determination at intervals of the site of the anterior shoulder will enable the examiner to know whether the head is making progress, and also whether it is undergoing internal rotation after it has reached the pelvic floor. The position of the anterior shoulder may tell us whether the head has actually descended to the vulval outlet, or whether that part of the head which is visible at the vulva is in reality merely a swollen caput succedaneum. Thus it can be readily perceived that the determination of the site of the anterior shoulder is not merely of academic interest but of practical importance. It must never be forgotten that in both the first and fourth positions, when the back is directed to the left side, the anterior shoulder is felt on the left side, whereas in the second and the third positions, it is on the right side (figure 2). The height of the anterior shoulder above the pubis indicates how far the head has entered the pelvic cavity, while its distance from the middle line helps to distinguish the anterior from the posterior positions. To take these measurements, the exact site of the anterior shoulder must first be ascertained. Then a line from this point is drawn down to the middle line. The distance from this point of meeting to the top of the pubis is measured, and this gives the height of the anterior shoulder. At the same time the distance from the mid-line to the anterior shoulder is measured.
When the height is 2 inches from the pubis it may be taken that the head is engaged; then nearly threefourths of the head is down in the cavity, only onefourth being palpable above the brim. In normal conditions, when the pelvis is of normal dimensions, the average head is smaller than the cavity, and therefore a distinct space is felt between the pelvis and the anterior surface of the head. In the cavity it has gained the ischial spines, lying just at the mouth of the soft birth-canal. The greatest circumference of the head has descended past the pelvic brim. Under these circumstances, when labour begins, the head having already traversed the bony passage, has merely to journey through the lower soft canal. The work that [July, 1943 the uterus has to do during delivery is relatively little, as it has to propel the head only through this soft muscular canal, entailing less expenditure of energy.
When the distance is 3 inches, the head is half engaged, and half of it is palpable above the brim; it has reached the mid-plane of the pubis; its greatest circumference is at the brim, and therefore it may be in touch with the back of the pubis. As labour sets in, the head has to travel through that part of the bony canal which is below the mid-plane, and then to enter the soft birth-canal. More work than above is thrown upon the uterus, and in consequence the organ has to exert more effort to effect delivery, thus calling for more energy.
When the height is 4 inches, the head has but entered the brim; one-fourth of it is in the pelvis and the remaining three-fourths above the brim; the greatest circumference of the head is naturally above it. When labour begins, the head has to go down through almost the whole of the bony passage before it reaches the entrance of the soft canal. Much more work has to be done than in the above two conditions, and in doing this work, the uterus gets exhausted towards the end, and artificial aid may be then needed to bring about delivery. So long as the organ possesses strength, and the reserve capacity is enough to cope with the work, it may by itself succeed in expelling the child. In a woman who has had a number of previous pregnancies, the wall of the uterus may have been rendered weak, and in later pregnancies it may not contract so powerfully as in earlier ones, and may manifest inertia when the head has descended into the pelvis, and sometimes even after it has approached the outlet.
When the anterior shoulder is at a height of 4? inches or more, the head is above the brim, and it is floating. It can be moved readily from side to side. This is a serious condition, and needs careful consideration. The head remains floating either because an adequate force is not acting and pressing the head down in the brim, or because the passage is small. The first factor is most commonly seen in the multipara. The second factor is most commonly seen in a primipara. To ascertain which of the two causes is acting, careful examination of the patient is imperative.
The head should be pushed towards the brim to find out whether the former can be made to enter the latter.
In a multipara with the history of previous normal easy labours, the head can be made to engage in the brim;
whereas in the case of contracted pelvis, it would not be possible to push the head down. From the above measurements of the height of the anterior shoulder, we can draw conclusions about the engagement of the head. These measurements and the inferences drawn from them are the result of observations made on every case as a routine for several years.
From the distance of the anterior shoulder from the mid-line we can tell whether the position is anterior or posterior.
When the anterior shoulder is from H inches to 21 inches from the sub-umbilical line, the position is anterior; whereas when it is 3 inches or over, it is a posterior position. When the head is well flexed, the anterior shoulder lies within 2| inches; but when it is between 2\ inches and 3 inches, the flexion of the head is defective, and the groove at the neck is felt less definitely oblique than usual. When the anterior shoulder is situated at a distance of 3 inches or more, the neck groove is transverse, indicating a posterior position. In the posterior position, this distance from the mid-line varies from 3 inches to 44 inches. Sometimes some other part of the child may be mistaken for the shoulder. The fist has already been mentioned, but its mobility contrasts with the fixity of the shoulder. Moreover when the presentation is a complete breach with the back behind, the feet are palpable and the heel of either foot is apt to be mistaken for the anterior shoulder. If both shoulders are felt, they are situated wide apart; the anterior shoulder is always at a lower level and palpable immediately above the head. But in spite of these difficulties, the anterior shoulder can usually be readily distinguished.
Some of the advantages derived from taking measurements of the anterior shoulder have been already referred to above. At the onset of labour, the exact site of the anterior shoulder should be noted, so that it can be followed afterwards. If it is 4^-inches and above, it should at once be apprehended that it is not a favourable situation. If the patient is a multipara, the history of her previous labours should be carefully inquired into, in order to ascertain whether they were all easy or difficult, and if the latter, whether any artificial aid was needed on any occasion. If labours were normal, it must be found out by examination whether the head can be made to enter the pelvis. To do this (figure 4), the patient is placed in the dorsal position, and the four fingers of the right hand are dipped in above the top of the symphisis pubis. The thighs are then bent over the abdomen and separated, when, in a multipara with normal pelvis, the head will be felt descended into the cavity. Should the patient be a primipara and the head be floating, the situation is grave. In this case, the presence of some cause preventing the head from being engaged is indicated, since the head has normally entered the pelvis long before labour has begun. With regular ante-natal supervision, the cause should [July, 1943 be recognized early, and, if it is a cephalopelvic disproportion, the case might have been set aside for test labour in which the following of the anterior shoulder often proves of great help. If the head descends at an early stage, and the height of the anterior shoulder from the top of the pubis, and the distance from the middle line progressively get less, it can be taken that labour is progressing favourably. For proper judgment, the measurements have to be taken at intervals of half an hour, the heart sounds also being auscultated.
If measurements remain the same, though several hours have elapsed, delivery may have to be aided in the interest of the mother and child.
The behaviour of the anterior shoulder will help in making possible this decision relatively early. In the anterior position, the heart sounds are heard best on a line 2 inches from the middle line, while in the posterior positions on a line 3A inches to 4 inches from it, and on the side where the back is.
In each of the anterior positions, when the anterior shoulder is 2 inches high, the heart sounds are heard on the lateral line about its middle, or at the height of 4 inches; when it is 3 inches, the heart sounds are heard on the line at about 6 inches; when the anterior shoulder is 4 inches high, the site of the sound is at about 6i inches to 7 inches; when the shoulder is at 4$ inches or above, the fcetal heart sounds are heard at the level of the umbilicus on the side where the back is lying (figure 5).
In each of the posterior positions, the heart sounds are heard on the side where the shoulder is located, nearly at the same height as in the anterior positions, but in the flanks about 4 inches from the mid-line. This knowledge may save valuable time in the location of heart sounds.
In general, the determination of the position of the anterior shoulder before and during labour is of great value to the obstetrician. O Indicates foetal heart sounds.
